Objectives: Drawing on life-course perspective and cumulative advantage theory, we examined whether service related exposures (SREs)-combat and exposure to death-have lasting impacts on depressive symptom and psychiatric problem trajectories of aging veterans. Methods: The Health and Retirement Study and linked 2013 Veterans Mail Survey were used to examine SREs and mental health among older veterans between 2002 and 2012 (N = 1,662). Latent growth curves were used to measure how individuals vary from average mental health trajectories based on SREs and other important covariates. Results: Exposure to death had a significant and lasting effect on depressive symptoms for veterans in late life but was reduced to nonsignificance when physical health trajectories were included. Combat and exposure to death had independent and robust impacts on psychiatric problems, which were robust in final models. Discussion: SREs presented varied and significant impacts, suggesting that combat does not work alone in driving poor mental health trajectories, and that exposure to death is a more robust risk marker for later outcomes.
Approximately 22 million veterans live in the United States (U.S. Census Bureau, 2010) and 41% of those veterans are 65 and older. Approximately 3 million veterans over the age of 65 receive care from the VA health care system (Veterans Health Administration [VHA], 2015) and many need mental health services (Sorrell & Durham, 2011) . One of the many reasons for seeking mental health services is because depression diagnoses and treatment increase after age 65 (Zivin, Pirraglia, McCammon, Langa, & Vijan, 2013) .
Roughly 11% of older veterans have a major depressive disorder diagnosis, which is double the rate of the general population (VHA, 2015) . Older adults with depressive symptoms make more medical visits, use more medication, incur higher outpatient charges, and stay in the hospital longer (CDC, 2008) . The most serious consequence of depression, and mental illness in general, is suicide (VHA, 2015) . Although young veterans are at the highest risk, veterans over the age of 65 are at an increased risk for suicide compared with middle-aged veterans (VHA, 2015) .
The present literature has not established the circumstances fueling poor mental health as veterans age. Combat and other service related exposures (SREs) are circumstances that may have long reaching mental health impacts, and reduced mental health at older ages may also be due to poorer physical health and factors such as marital disruption (Burland & Lundquist, 2013) . Regardless, poor mental health among older veterans is not considered part of the normal aging process and remains a national public health concern (CDC, 2008; VHA, 2015) .
Contributing to this concern, the majority of older veterans served during wartime . Wartime service is varied and may involve deployment and trauma which can disrupt the life course and manifest into mental health problems (George, 2007; Wilmoth, London, & Parker, 2010) . Increased mental health risk for WWII and Korean War veterans in Europe may be observed decades after service (Hunt & Robbins, 2001 ), but less is known about more recent cohorts of U.S. veterans (Settersten, 2006) . In addition, little is known about specific SREs that pose latent or lasting effects for mental health in older veterans.
Despite their importance to mental health, SREs are usually not examined directly in longitudinal, population based surveys where connections to health and wellbeing can be established (Taylor, Ureña, & Kail, 2016) . Most studies on older veterans use a simple marker of veteran status, or historical period of war, in linking service to later outcomes. Although informative, these variables are a proxy for numerous experiences related to military service that are potentially harmful-exposure to combat-and helpful-G.I. Bill (Elder, Shanahan, & Clipp, 1994 , 1997 Sampson & Laub, 1996; Settersten, 2006) . Therefore, it is not clear which experiences are most salient in predicting mental health for older veterans. While SREs are studied in the short term among 24-33 yearold All Volunteer Force (AVF) veterans (Cesur, Sabia, & Tekin, 2013) ; longitudinally for physical health outcomes among older conscript-era veterans (Taylor et al., 2016) ; and longitudinally for health outcomes of repatriated prisoners of war (Kaiser et al., 2011; King et al., 2015; Park, Kaiser, Spiro, King, & King, 2012) , they have yet to be examined using longitudinal, population representative data with respect to mental health outcomes in later life (MacLean, 2013) .
Our study addresses this gap in the literature by examining SREs available in the 2013 Veterans Mail Survey (VMS) linked to the Health and Retirement Study (HRS) . The dynamic nature of SREs and the evidence of differential timing of effects (e.g., immediate or delayed risk) for mental health make this line of research critical for understanding the complex lifetime risk associated with service and especially wartime experiences. Drawing on the life-course perspective and cumulative disadvantage theory (O'Rand, 1996) , we examine nondiagnosed depressive symptoms using the shortened 8-item CESD scale and dichotomous doctor diagnosed psychiatric problem trajectories over a decade in order to estimate the independent and lasting effects of SREs on the mental health of today's older veterans.
Theoretical Framework
The life-course perspective addresses how historical time and place shape lives, and its empirical literature uses age-graded trajectories to understand individual variation and patterns in the long-term consequences of life events George, 2003) . The military is an important social institution whose context can alter the course of social and health trajectories. Military service during specific historical periods by individuals with specific characteristics may (re)structure the processes of cumulative advantage/disadvantage that lead to later-life disparities in health outcomes , making it ideal for studying through the life-course lens. The positive and/or negative effects of military service can be (a) lifelong, (b) multidimensional, and (c) experienced within an environment of social relationships that can protect or exacerbate risk (Spiro, Settersten, & Aldwin, 2016) .
Within the life-course framework, cumulative advantage/disadvantage (CAD) theory addresses how early factors and experiences unfold and impact later outcomes (O'Rand, 1996) . Military service experiences are variable within and across cohorts and have the potential for positive, null, or negative outcomes. These effects may be short-term, but may also accumulate to create growing advantage or disadvantage in later life . Importantly, cumulative processes often involve chains of risk or reward, such that early life experiences set individuals on distinct economic or social paths. In this way, the effects of early experiences may have both direct and indirect influences on later life outcomes (Ferraro & Shippee, 2009) . Unfortunately, SREs are largely invisible risk factors in the life-course literature, though the percentage of older veterans is substantial (Settersten, 2006; Spiro et al., 2016) . Our study is unique in that the primary experiences thought to place veterans at increased risk of poor mental health are directly measured to address whether and how these exposures link military service to mental health across the life course.
Background
Wartime service poses a threat to the mental health of veterans (Davies, 2001; Elder, Clipp, Brown, Martin, & Friedman, 2009; Schnurr, Spiro, & Paris, 2000) , and the negative effects often increase as veterans age (Settersten, 2006) . Although the impact of wartime service is established, there is considerable variation among veterans regarding SREs, especially because a large portion of wartime veterans never experienced combat. All wartime veterans experience disruption and uncertainty, but military service on the home front does not produce the same disruption or potential trauma as direct exposure to combat (Elder et al., 2009) . Therefore, it is difficult to distinguish whether it is any wartime service or specific SREs that matter most for the long-term mental health of veterans (Wilmoth et al., 2010) .
Although retrospective research on older veterans often fails to capture SREs, there is evidence of variation in combat experiences relevant for understanding later outcomes. Elder, Pavalko, and Clipp (1992) used archival data of 343 WWII veterans to determine variations in combat experience: 26% heavy combat, 18% light combat, and 56% no combat. Heavy combat was most salient for later outcomes. Severity of trauma exposure during combat accounts for different rates of mental health problems (Gold et al., 2000) . Those who experience the most extreme form of military trauma, prisoner of war, are especially susceptible to issues like depression and psychiatric problems (Gold et al., 2000) . Although levels of combat exposure are not mutually exclusive, heavy combat may include exposure to death which may particularly produce cognitive or emotional stressors such as survivor's guilt, fear, helplessness, or moral injury (Maguen & Litz, 2012; Spiro, Schnurr, &, Aldwin, 1994) .
Moral injury stemming from warfare is an emerging concept in the veteran mental health literature (Maguen & Litz, 2012) . A moral injury results when someone commits or witnesses an act that does not match their moral standards, thus leading to negative mental health outcomes expressed through feelings of shame or guilt (Litz et al., 2009; Maguen & Litz, 2012) . Although it does not require a diagnosis, moral injury is correlated to PTSD and other stress-related mental health symptoms, and its dynamic nature makes the effects intermittent, often manifesting in later life instead of immediately following a traumatic event (Litz et al., 2009; Maguen & Litz, 2012) . Such latent combat-related psychiatric symptoms can occur in previously asymptomatic veterans up to 50 years later (Spiro et al., 1994) , a phenomenon called later-adulthood trauma reengagement (LATR). LATR is a process of reengaging with trauma memories, which may be resolved successfully and lead toward meaning-making, posttraumatic growth, wisdom, or not be successfully resolved and lead toward rumination, depression, or lateonset PTSD (Davison et al., 2016) . Those who experience psychological injury from combat are also at higher risk for physical and psychiatric disability and impairment decades later (Elder, Shanahan, & Clipp, 1997; Spiro et al., 2016) .
In addition to lasting direct effects, SRE's may pose indirect threats to mental health through relationship and social stressors. For example, marriage and marital disruption are important for life-course mental health outcomes (Barrett, 2000) . A longitudinal study finds that veteran status is strongly associated with divorce compared with nonveterans, due in part to factors such as life-course disruption and combat exposure (London, Allen, & Wilmoth, 2013; Pavalko & Elder, 1990) . Further, combat exposure is significantly associated with antisocial behavior and stress, which is linked to marital adversity (Gimbel & Booth, 1994) . Consequently, it is possible that marital disruption may be one pathway through which wartime SREs indirectly impact the long term mental health of veterans.
Also linked to mental health at later ages is physical health (Taylor & Lynch, 2004) . There are long-term physical health implications for aging veterans, particularly among those exposed to hazardous or traumatic conditions (Taylor et al., 2016; Wilmoth et al., 2010) . These connections are observed in clinical settings, where depressed veterans are likely to exhibit physical and mental health comorbidities (Karlin et al., 2015) . These findings suggest that physical health may be another important life-course pathway through which SREs indirectly impact the long-term mental health of veterans.
In the context of the current literature, this study is unique because it extends the examination of SREs to mental health trajectories of older veterans in a nationally representative longitudinal survey. Further, it addresses two specific SREs thought to be particularly salient for mental health: exposure to combat and exposure to the dead, dying, and wounded (death). The heterogeneity within military service experiences are increasingly important to understanding the variation in health trajectories and outcomes in later life, and the present study aims to assess the following hypotheses:
Hypothesis 1 (H1): Consistent with findings on the negative mental health consequences of wartime service, older veterans are likely to experience increasing amounts of depressive symptoms and new or continued psychiatric problems as they age. Hypothesis 2 (H2): Consistent with life-course disruption and cumulative disadvantage theory, veterans who self-report combat and exposure to death are at increased risk for more depressive symptoms and new or continued psychiatric problems than veterans who did not experience SREs. Additionally, exposure to death will be more detrimental to depressive symptoms and psychiatric problems than exposure to combat. Hypothesis 3 (H3): Physical health and marital disruption life-course pathways will account for some of the effects of SREs on depressive symptoms and psychiatric problems.
Our study used structural equation modeling (SEM) based latent growth curves (LGC) among an HRS sample of veterans to achieve two analytic goals. First, we examined 10-year trajectories of depressive symptoms and psychiatric problems among veterans in later life. Second, we examined the impact of combat and exposure to death on later life mental health trajectories along with salient confounders and life-course pathways. These findings provide valuable insight into variation in later life mental health trajectories of today's older veterans.
Methods

Data
The 2013 VMS along with linked files from the RAND HRS Data File (v.N) were used for analyses. The HRS sampled 12,652 people born between 1931 and 1941 and their spouses, including an oversample of African Americans. Biennial follow-ups resulted in a 16-year panel study designed to explore the health and economic circumstances of aging Americans (HRS, 2008; NIA, 2007) .
The 2013 VMS is a data supplement focused on veteran military experiences mailed to a subsample of 3,811 HRS respondents who answered "Yes" to the question "Have you ever served in the active military?" in any wave of the HRS study. The survey resulted in a 49% response rate for a total subsample of 1,874 HRS veterans. We linked these records to the RAND HRS Data file (v.N), keeping only respondents that merged across datasets for an analytic sample of 1,860 veterans. The RAND HRS file was used to access trajectories of mental health between 2002 and 2012 along with other health-related and demographic variables for the participants of the 2013 VMS. Comparison of the VMS sample to the core HRS veterans suggests they are slightly younger and more advantaged (Taylor et al., 2016) . The analytic sample of VMS participants (N = 1,860) was further limited by excluding individuals with missing data on both outcome variables at the trajectory intercept in 2012 (N = 93, 5.00%), and individuals with missing data on explanatory variables (N = 116, 6.24%). This resulted in a final analytic sample size of 1,662 for a 10-year analytic period (2002) (2003) (2004) (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) with time points over Waves 6-11 of the HRS. Missing cases in the outcome variables over time were handled with a full information maximum likelihood estimator, which rests on the assumption that items are missing at random.
Outcome Measures
We examined the association of SREs with mental health trajectories using two separate outcome measures capturing nondiagnosed and diagnosed mental health risk: selfreported depressive symptoms and diagnosed psychiatric problems taken from the HRS file between 2002 and 2012. Depressive symptoms were measured as a single summed index of depressive symptoms from the established Center for Epidemiologic Studies Depression Scale (CESD) (Radloff, 1977) . The HRS uses a revised 8-item version of the 20-item CESD index, with detailed analysis supporting its quality (Steffick, 2000) . The 8-item CESD scale includes negative indicators: depression, everything is an effort, sleep is restless, felt alone, felt sad, could not get going, along with reverse coded positive indicators: felt happy and enjoyed life. Psychiatric problems were measured as wave specific dichotomous questions between 2002 and 2012 regarding whether or not a doctor told the respondent if he or she currently had emotional, nervous, or psychiatric problems (no psychiatric problem = 0). We used the wave specific self-report of psychiatric problems because it enabled us to capture persistent and new diagnoses throughout the study's 10-year period (2002) (2003) (2004) (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) .
Explanatory Measures
The two main predictors of interest are SREs during active military service, taken from the VMS. Exposure to combat was measured by a single question asking whether the respondent ever served in a combat or war zone (not exposed = 0). Exposure to death was measured with the question: During your military service, were you ever exposed to dead, dying, or wounded people? (not exposed = 0). Exposure to combat and exposure to death are two separate variables in our analyses, and although they are not mutually exclusive, they both describe the distinguishing experiences of a single veteran during their service tenure. Sociodemographic controls included gender (male = 1, female = 0), race (White = 1, other = 0), educational attainment in years, self-reported duration of military service in years (to handle the impact of longer/ repeated exposures or deployments), and period of service variables. The period of service variables were created from service start and end dates self-reported in the 2013 VMS. Since we include a duration of service variable in the analyses and had a very small veteran sample serving in multiple wars, we coded period of service as the first war period veterans served in. World War II was defined as 1941 -1946 , Korean War as 1950 -1955 , and Vietnam War as 1964 -1975 , which are the years used by the VA to determine eligibility for wartime service benefits (U.S. Code of Federal Regulations, 2016; Wilmoth, London, & Parker, 2010) . The period of service variables in the analysis are WWII (yes = 1), Korea (yes = 1), Vietnam (yes = 1), with none as the reference group.
Two life-course pathways were also included to understand the indirect impacts of SREs on later life mental health: marital disruption and physical health. The measures of ever divorced (yes = 1) and ever widowed (yes = 1) captured marital disruption. Divorced or widowed status was constructed using wave specific current marital status variables between 2002 and 2012. These variables captured previous divorce or widowhood as long as the respondent was not remarried at time of study entry (2002) .
We also examined physical health to understand the links between SREs and mental health among veterans. Two physical health variables were included: functional limitations (FLs) and number of chronic conditions. FLs were measured as a summed 6-item index including self-reports of difficulty with any of the following activities: walking one block; climbing one flight of stairs; lifting or carrying 10 pounds; picking a dime up off the ground; stooping, kneeling, or crouching; and pushing or pulling large objects. We created an index for individual responses for each wave and averaged them between 2002 and 2012. The chronic conditions measure included a sum of seven diagnosed diseases: high blood pressure, diabetes, cancer, lung disease, heart disease, stroke, and arthritis, to capture lifelong history of conditions. We created this variable from wave 11 (2012) HRS data as it was closest temporally to the 2013 VMS.
Methods
LGCs were used to measure how SREs affect stability and change in depressive symptoms and psychiatric problems over a decade among older veterans. We chose this technique because LGCs capture both long-term levels and changes in our outcome variables over a large time span. Emerging literature on the intermittent nature of moral injury and the nature of LATR suggest both levels (intercepts) and changes (slopes) in our outcomes are important in the connections of SREs and mental health among older veterans (Davison et al., 2016; Litz et al., 2009; Maguen & Litz, 2012) .
Using a SEM approach and Mplus software, LGCs established individual-level trajectories of depressive symptoms and psychiatric problems, respectively (2002) (2003) (2004) (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) and further assessed how individuals varied from the average trajectory based on important covariates, including SREs.
We explored the baseline trajectories of depressive symptoms and psychiatric problems, to establish model fit. We then ran a series of five models using depressive symptoms and psychiatric problems as outcomes, respectively, to see how covariates alter their levels and rate of change. The general unconditional, Level 1 equation used for the baseline trajectories of depressive symptoms and psychiatric problems is:
y it yi yi yt yit
where y it is a vector of repeated measures, α yi is a vector of latent intercepts, β yi is a vector of latent slopes, λ yt is a vector of fixed/freed loadings representing time, and ε it is a vector of disturbance terms assumed to have equal variances. The conditional, Level 2 equations used for the five models that include covariates is: The first of the five conditional models examined the bivariate impact of combat and sociodemographic controls on the level and change in both outcome measures. The second model added exposure to death, the third model added marital disruption, and the fourth model added physical health but removed marital disruption. Marital disruption and physical health are the two life-course pathways included to understand the indirect impacts of SREs on later life mental health, so we evaluated them separately (Models 3 and 4) in order to understand how they independently influence the relationship between SREs and mental health. The fifth model is a full model including all study variables.
A maximum likelihood estimator was used for the depressive symptom and psychiatric problem LGCs; however, a logit link function was used for the binary dependent variable of psychiatric problems. In the SEM framework, categorical observed dependent variables are translated to a linear model through continuous latent response variables (usually denoted y*) capturing the binary observed variable/s. The regression coefficients are thus regular linear coefficients, and can be interpreted in terms of the standard deviation of the latent response variable y* (Masyn, Petras, & Liu, 2014) . All results were standardized for consistency of interpretation across measures. The standardized coefficients for depressive symptoms can be interpreted as a standard deviation increase/decrease in the CESD items over time. The standardized coefficients for psychiatric problems can be interpreted in terms of a standard deviation increase/decrease in the latent continuous dependent variables capturing the binary variables of psychiatric problem diagnosis over time.
Since the 2013 VMS variables were linked to a decade of information leading up to Wave 11 of the HRS, Wave 11 (2012) serves as the latent intercept. Thus, the interpretation of the intercept is the average value of the observed/ latent outcome variable in 2012. The growth curves were estimated using a linear specification, with factor loadings fixed at −5, −4, −3, −2, −1, and 0 for each year starting in 2002 and leading up to 2012. The negative factor loadings simply aid ease of interpretation, since change is more intuitively thought of as moving forward over historical time. Positive values for the latent slope can be interpreted as increases in the dependent variables from 2002 to 2012. For more discussion of time metrics and factor loadings in
LGCs, see Bollen and Curran (2005) . Table 1 shows the unweighted descriptive statistics for the variables in the models. Examination of SREs shows that less than 30% of the sample saw combat or were exposed to death, respectively. Additional analyses (not shown) revealed that exposure to combat did not necessarily expose veterans to death (31% not exposed), highlighting heterogeneity in SREs. Ninety-six percent of the sample was male and 85.4% were White. A minority of wartime veterans served during WWII (12.6%) and the Korean War (22.1%), and the most common type of wartime service was during the Vietnam War (28.4%), with all others being peacetime veterans. The respondents had an average of 13.7 years of education and 5.1 total years of military service. On average, the respondents reported 0.9 FLs and 2.4 chronic conditions, while 12.0 % had ever divorced and 12.5% were widowed. Although average CESD levels never exceeded 1.1 depressive symptoms, between 8% and 14% of veterans reported diagnosed psychiatric problems. Between 2002 and 2012, both depressive symptoms and psychiatric problems increased slightly, suggesting that mental health worsens in later ages for veterans (Mirowsky & Ross, 1992) , consistent with general older adult samples.
Results
Descriptive Statistics
Baseline Models
Results from the baseline models suggest that linear trajectories fit the data well for both outcomes (models not shown). Depressive symptoms trajectories had a good overall model fit [χ 2 = 32.71 (p <.01), df = 16; Tucker-Lewis Index (TLI) = 0.99; Comparative Fit Index (CFI) = 0.99; Root Mean Square Error of Approximation (RMSEA) = 0.03], as did those for psychiatric problems (χ 2 = 57.74 NS, df = 58). For depressive symptoms, the mean of the latent intercept in 2012 was 0.77 (p < .001) and the mean of the latent slope was 0.20 (p < .001). For psychiatric problems, the mean of the latent intercept was set to zero for standardization (the intercept value was captured through the model estimated thresholds which were significantly greater than zero), and the mean of the latent slope was 4.03 (p < .001). These results suggest that, consistent with H1 and Table 1 , there were significant levels/prevalence of depressive symptoms and psychiatric problems and a significant amount of growth, on average, in poor mental health over the decade among veterans.
Depressive Symptoms
In Table 2 , Model 1 shows that combat does not have a significant intercept or slope effect, so unlike H2, it does not have far reaching connections to depressive symptoms across later life. White veterans had a lower depressive symptom intercept (−.24; p < .01) on average, but had a faster rate of increase of symptoms (.33; p < .05) compared with veterans of other races. Male veterans had a lower depressive symptom intercept (−.34; P < .05) on average, but there was no difference in the slope when compared with females. Veterans with more education experienced a .07 (p < .001) standard deviation decrease in depressive symptoms. In terms of period of service, veterans who participated in the Korean War experienced a .16 (p < .05) standard deviation decrease in depressive symptoms, but had no difference in slope when compared with peacetime veterans. WWII and Vietnam veterans each had nonsignificant intercepts; however, those active in WWII had a faster rate of increase of depressive symptoms (.35; p < .05), consistent with findings from Wilmoth and colleagues (2010), while Vietnam veterans had a slower rate of decrease of depressive symptoms (-.29; p < .05) compared with peacetime veterans.
Moving to Model 2, the effect of combat remained nonsignificant here and in all subsequent models. Consistent with H2, exposure to death was associated with a .16 (p < .05) standard deviation increase in depressive symptoms, but similar to combat, the slope for exposure to death was not significant in any of the models. These findings suggest that the veteran long-term risk for depressive symptoms is not increased for those serving in combat zones, but rather by those exposed to death. The effect of exposure to death remained significant and essentially unchanged in Model 3 when marital disruption was included, such that those veterans experienced a .16 (p < .05) standard deviation increase in depressive symptoms net of marital disruptions, inconsistent with H3. However, the addition of physical health variables in Model 4 reduced the effect of exposure to death to nonsignificance and it remained nonsignificant in Model 5. Veterans with a greater average number of functional limitations experienced a .47 (p < .001) standard deviation increase in depressive symptoms, consistent with H3. This suggests that physical health may be an important pathway through which exposure to death increases self-reported depressive symptoms for veterans as they age.
Psychiatric Problems
The results for psychiatric problems are included in Table 3 . Model 1 shows that consistent with H2, veterans exposed to combat experienced a .07 (p < .005) standard deviation increase in the latent continuous dependent variable capturing the binary variable of psychiatric problems, on average, with a .15 (p < .10) standard deviation growth over time.
Male veterans had a lower psychiatric problem intercept (-.17; p < .05) on average, with a faster rate of increase over time compared with females (.85; p < .001). Each year of education had a .03 (p < .05) standard deviation growth over time. For period of service, veterans who participated in WWII and the Korean War experienced a .65 (p < .001) and a .66 (p < .001) standard deviation decrease, respectively, in the latent continuous intercept variable capturing the binary psychiatric problems variables, but had no In Model 2, the introduction of exposure to death increased the significance of combat on the intercept; however, combat's effect incurred a change in direction, such that once death was included veterans exposed to combat experienced a decrease in the latent intercept variable capturing psychiatric problems. The slope of combat became nonsignificant. Veterans exposed to death experienced a .27 (p < .001) standard deviation increase in the latent continuous dependent variable capturing the binary variable of psychiatric problems, on average, with a .29 (p < .05) standard deviation growth over time. This suggests that exposure to death places veterans at a cumulatively increased risk of psychiatric problems in later life. With the addition of marital disruption in Model 3, the effect of exposure to death remained significant (.2; p < .001), but the magnitude and significance of exposure to combat were both reduced (.08; p < .10), suggesting the effect of combat exposure on psychiatric problems works partially through marital status, consistent with H3. Conversely, the addition of physical health variables in Model 4 brought the effect of exposure to death to nonsignificance for the intercept and increased the significance and magnitude of the slope. In the full model (Model 5), veterans exposed to combat experienced a 0.15 (p < .001) standard deviation increase in the latent continuous dependent variable capturing psychiatric problems at baseline, with this effect increasing over the decade (.51, p < .001). Veterans exposed to death experienced a .23 (p < .001) standard deviation increase in the intercept. These findings suggest that exposures to combat and death pose independent and direct mental health risks for older veterans net of covariates. It also suggests that marital disruption (divorce and widowhood) and physical health (functional limitations and number of chronic conditions) are important in the indirect connection between exposure to combat and death and psychiatric problems over time, but that these mediating pathways are nuanced for this outcome.
Discussion
We used
LGCs to examine 10-year trajectories of depressive symptoms and psychiatric problems in order to estimate the effects of exposure to combat and exposure to death on the mental health of today's older veterans while testing three hypotheses: (H1) Older veterans will experience increasing amounts of depressive symptoms and psychiatric problems over time; (H2) older veterans with SREs, particularly exposure to death, will experience more depressive symptoms and psychiatric problems than veterans without these exposures; and (H3) physical health and marital disruption will account at least partially for the effects of SREs. Our overall finding was that SREs during military service had independent, lasting impacts on mental health of veterans and varied by outcome and life-course pathways. For depressive symptoms, the long-term mental health risk for veterans was driven by exposure to death, consistent with H2. Notably, the introduction of physical health reduced this effect to nonsignificance, which points to lifetime physical health as an important pathway in this association, and corroborates H3. In the psychiatric problem models, both combat and exposure to death were linked to increased psychiatric problems. Although the independent introduction of marital disruption and physical health in Model 3 and Model 4 reduced the effect of combat and exposure to death, respectively, Model 5 indicates that SREs remain significant when analyzed together. The analyses for depressive symptoms and psychiatric problems highlight the importance of life-course pathways in understanding SREs and mental health in elderly veterans. Marital disruption, for example, may represent a chain of risk (consistent with CAD theory) in which combat or exposure to death erodes chances of maintaining a successful marriage, which is protective of mental health. Also consistent with CAD theory, life-course disruption may be at play since military service creates disorder in the lives of those entering after establishing families and careers , emphasizing the potential to produce discontinuity that leads to worse post-service outcomes (Dechter & Elder, 2004; London & Wilmoth, 2006) . Physical health was a particularly important pathway for exposure to death in our models, which makes sense considering that Taylor and colleagues (2016) found exposure to death is associated with FL increases among older veterans net of service-related disability. Since FLs are connected to self-reported psychological distress in later life (Taylor & Lynch, 2004) , it is not surprising that physical health is a primary pathway between exposure to death and psychiatric problems.
Notable among the psychiatric problem models is that service duration in years is a statistically significant covariate. Duration of military service is an important characteristic along which the effect of military service may vary (Wolf, Wing, & Lopoo, 2013) , and it can be used as a proxy for the life-course disruption hypothesis (Teachman, 2013) . Prolonged military service within the cohorts in our analysis may provide enough disruption in the life course to become relevant for later life psychiatric problems that capture more serious, doctor diagnosed threats to health, as opposed to depressive symptoms which are not a diagnosis of depression. The relevance of service duration to psychiatric problems is bolstered by the fact that service members are initially selected into the military on good mental health (London, Burgard, & Wilmoth, 2014) , thus psychiatric problems come about through the degradation of mental health during or following military service. Although this article does not set out to address service duration, it is a military service characteristic that deserves more attention in the literature.
Importantly, this study demonstrates that exposure to combat does not work alone in driving poor mental health trajectories, and that exposure to death is a more robust risk marker for later outcomes. Exposure to death likely works as a proxy for particularly heavy combat and moral injury, which is correlated to stress-related mental health symptoms (Maguen & Litz, 2012) . What is more, the intermittent nature of moral injury allows us to begin to understand how increased depressive symptoms and psychiatric problems stemming from an earlier life experience may manifest and potentially accumulate in later life (Litz et al., 2009; Maguen & Litz, 2012) . This finding provides new insight into variation in veteran later life mental health, and holds important implications for timing health interventions and projecting service needs of the veterans utilizing the VA, especially those who were exposed to death. There is additional heterogeneity within combat experiences not captured here (e.g., prisoner of war), thus continuing to find and use specific SREs in veteran mental health research will further clarify the effect of differential exposures on the mental health of elderly veterans.
Limitations
Although our findings further knowledge on the implications of military service for later life mental health, our study is not without limitations. Estimating the consequences of military service is problematic due to selection issues-nonrandom selection into military, exit from military, and selective mortality-which merit caution in attributing causality to observed differences (Wolf et al., 2013) . Our WWII cohort estimates come from a select group that survived until 2013 and participated in the VMS, which could indicate that they were more robust than the ones who did not survive to 2013, creating a bias in the results. The same can be said of members of the other war cohorts that did not survive to 2013. Although we cannot estimate bias introduced by mortality selection prior to the survey, we argue that our results are conservative if those with the worst health died prior to sample selection. It is also possible that early-life factors select veterans into different SREs-the "healthy warrior effect" (Larson, HighfillMcRoy, & Booth-Kewley, 2008) . We examined selection effects by predicting SREs using multiple childhood health and socioeconomic indicators available in the RAND HRS. None were significant so we did not include them in our final analyses. It is likely that samples including nonveterans would sustain greater bias because these variables may work more for service entry. Future studies should continue to examine and incorporate selection effects where possible (Wolf et al., 2013) .
The measures of SREs are retrospective and selfreported, making them susceptible to recall bias. They may also be biased by existing health problems if veterans are seeking coverage from the VA (Frueh et al., 2005) . The measure of combat used in our analyses is dichotomous; however, it would be beneficial to assess the severity of combat exposure in future research (Elder & Clipp 1988) . It is important to note that exposure to death does not guarantee participation in combat during military service. Additionally, we cannot establish when mental health problems began, thus tests of whether mental health risk was latent-emerging in later life-or persistent-experienced throughout adulthood-were beyond our scope. Finally, the HRS data are from conscription era veterans, so the results are not generalizable to the present AVF. Despite these limitations, our study adds to the small but growing understanding of military service and later life outcomes and, specifically, the mental health of elderly veterans. Our use of retrospective and longitudinal data allows examination of life-course implications, embracing the notion that military service is not unidimensional, nor experienced uniformly (Taylor et al., 2016; , and provides new insight into the body of aging veteran literature that has yet to elaborate on the heterogeneity in military service experiences.
